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TO THE EDITOR, Genitourinary Medicine

Assessment of new enzyme immunoassay to
detect herpes simplex virus antigen

Sir,

We report our assessment of a new enzyme
immunoassay to detect herpes simplex virus
(HSV), the IDEIA HSV test (Boots-Celltech
Diagnostics, Slough, Berkshire, UK), com-
pared with the results obtained with a culture
amplified enzyme immunoassay (CAEIA).
The CAEIA has been shown to be reliable
for detecting'? and typing’* HSV.

Clinically suspect lesions were rubbed with
a cotton tipped swab, which was
immediately inoculated into virus transport
medium (VTM). On receipt, the samples
were inoculated into Vero tissue culture
tubes and stored at —20°C until tested by the
IDEIA. Results of the IDEIA were reported
as positive, negative, or inconclusive, accord-
ing to the manufacturer’s instructions.,

A 0-5 ml volume of vortexed VTM was
inoculated into Vero tissue culture tubes and
incubated for seven days at 37°C, after which
the tubes were vortexed for 15 seconds and
frozen at —20°C to lyse the culture cells.
Next day the samples were thawed at room
temperature and enzyme immunoassay per-
formed on the lysates according to the
method of Smith ef al’> A Biotek EL-310
microplate reader (Biotek Instruments,
Burlington, USA) was used to measure the
optical densities of the microwells.

We tested 65 samples for the presence of
HSV by CAEIA and IDEIA, and the table
shows the results of these assays. All samples
positive by CAEIA were also positive for
cytopathic effect, whereas those negative by
CAEIA had negative cytopathic effect.

The sensitivity of the new assay was com-
parable with that of other commercial assays
for detecting HSV.?* When the IDEIA was
used in conjunction with the CAEIA, we
could report positive results within two days
after collecting specimens in 85% of cases,
and could confirm them by culture within a
further seven days. False positive and false
negative IDEIA results were probably due to
the presence of non-viable HSV or low levels
of HSV antigen. With reduction of culture
time for IDEIA positive samples, confirma-
tion and typing can be completed within five
days after specimen collection. IDEIA
negative samples need to be cultured for
seven days to ensure growth of HSV from
specimens with low antigen levels. Saving

Table Results of CAEIA and IDEIA assays

for HSV in 65 specimens

IDEIA result
CAEIA
result Positive  Borderline Negative
Positive 35 2 6
Negative 1 2 19

time in notifying positive results is relevant
for the administration of specific antiherpetic
treatment and for women in the last weeks of
pregnancy.

The results obtained show that the IDEIA
compares well with the CAEIA and, when
performed with the CAEIA, offers rapid and
reliable detection and typing of HSV from
clinical samples.

Yours faithfully,
David Datson
Norris G Carter
Gribbles Pathology,
I Goodwood Road,
Wayville 5034,
South Australia
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TO THE EDITOR, Genitourinary Medicine

Rotavirus diarrhoea in patient with antibody
to human immunodeficiency virus (HIV)

Sir,
Diarrhoea caused by rotavirus has been well
described in the elderly and in outbreaks, but
has only occasionally been described in heal-
thy young adults.' We have recently seen a
case of diarrhoea caused by rotavirus in a
homosexual patient known to be HIV
antibody positive.

An insulin dependent diabetic aged 29
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presented with a few hours’ history of diar-
rhoea. He had lost more than 10% of his
body weight in the previous six months and
had cervical and axillary lymphadenopathy.
Examination was otherwise normal. In par-
ticular, there was no evidence of autonomic
neuropathy. His CD,/CD ratio was 0-8, and
his T lymphocyte CD, subset count was
277 x 10°/1. Stool examination showed the
presence of rotavirus both by enzyme linked
immunosorbent assay (ELISA) and on elec-
tron microscopy. The diarrhoea resolved
spontaneously after a few days, and sub-
sequent stool examination failed to show
rotavirus. Diarrhoea had started again at
follow up two weeks later. Stool electron
microscopy then showed coronavirus. Three
months later, the patient continues to have
diarrhoea, but no pathogens were detectable
at the last examination.

Many pathogens have been associated
with diarrhoea in patients infected with HIV.
The association with rotavirus has not, to
our knowledge, been reported previously.
We wonder whether this is the first atypical
infection in our patient, who otherwise fulfils
the criteria for the diagnosis of AIDS related

complex but not of AIDS.
Yours faithfully,
Albert J Mifsud
Daniel Fagan
Infectious Diseases Unit,
St Anne’s Hospital,
London N15 3TH
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TO THE EDITOR, Genitourinary Medicine

Monogamy is . . .

Sir,

With the advent of the acquired immune
deficiency syndrome (AIDS), research into
the sexual behaviour of homosexual and
bisexual men has expanded. How clinicians
and researchers ask questions, however, may
not bear much relation to the understanding
of those questions by patients or respon-
dents.

In a recent study of sexual behaviour and
use of condoms of 172 homosexually active
men, our research on numbers of partners
yielded the following results.' Forty one
(24%) men responded affirmatively to the
question, “Have you been in a monogamous
relationship for the past two months (or
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longer)?” Comparison of numbers of part-
ners during the same period in monogamous
and non-monogamous groups showed
means of 6-0 for the “monogamous” group
and 6-5 for the non-monogamous group, a
non-significant difference. Further explora-
tion showed that 19 (46%) of the 41 “‘mon-
ogamous” respondents reported having
more than one different sexual partner in the
previous two months.

The most obvious explanation is the
assumption that respondents did not under-
stand the word, or else equated monogamy
with serial monogamy. Several of the respon-
dents, however, subsequently indicated that
they believed that a monogamous relation-
ship, at least within a homosexual context,
meant emotional rather than sexual
exclusivity. This clearly has implications for
the accuracy of future research in which this
type of question is asked (which will proba-
bly include most clinical, preventive, and
evaluative AIDS research). Such a finding
argues for behaviourally measurable ques-
tions in sexual research and history taking.
The implication of sexual exclusivity must be
spelled out clearly in future if misinterpreta-

tion is to be avoided.
Yours faithfully,

Michael W Ross

B Simon R
AIDS Programme, imon osser

South Australian Health Commission,
PO Box 65, Rundle Mall,

Adelaide SA 5000,

Australia
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TO THE EDITOR, Genitourinary Medicine
Chancroid in Liverpool

Sir,

Haemophilus ducreyi, the aetiological agent
of chancroid, has been the subject of renewed
interest in England and overseas,' * largely
because of the development of selective
media to isolate successfully this fastidious
organism. We decided to assess the incidence
and epidemiology of chancroid in patients
attending the sexually transmitted disease
clinic at the Royal Liverpool Hospital. This
information was essential to assess the need
for routine culturing for H ducreyiin patients
presenting with genital ulceration in Liver-
pool.

We studied all new male and female
patients presenting with genital ulcer(s) on
three days a week, during an 18 month
period. They consisted of 52 men (median
age 25) and 27 women (median age 24).

After obtaining the relevant history, we

examined each patient. The laboratory
methods included examination by dark field
microscopy for Treponema pallidum, culture
for herpes simplex virus, H ducreyi, and
other organisms, and the routine tests for
other sexually transmitted diseases including
serological tests for syphilis.

For H ducreyi, the culture medium consis-
ted of Difco GC agar base enriched with
10% chocolatised horse blood and 1%
IsoVitalex. One plate was made selective by
adding 3 ug/ml vancomycin and 12-5 units/
ml mycostatin. The culture plates were
immediately incubated at 35°C in a moist
atmosphere containing 5-10% carbon diox-
ide. The plates were examined for growth at
48 hours and thereafter daily for seven days.
H ducreyi was identified on the basis of
characteristic colonial morphology, Gram
stained smears of colonies, negative results to
the catalase test, and positive results to the
oxidase, alkaline phosphatase, and nitrate
reductase tests. The isolates were examined
for B lactamase production by the
chromogenic cephalosporin test, and were
also subjected to disc susceptibility tests.

The table shows the results of dark field
examination and serological tests for syphilis
and the isolation of herpes simplex virus and
H ducreyi.

Two of the three men (all white) with
chancroid were seamen (one with the Royal
Navy and the other a Yugoslavian), and all
three had had sexual intercourse in countries
where chancroid is known to be endemic (the
Caribbean, Ethiopia, and Sri Lanka). The
only female patient whose ulcers yielded H
ducreyi was a prostitute whose clients
included a West African and a Chinese man
in Liverpool and an Arab in North America.

All the H ducreyi strains were § lactamase
producing and sensitive to augmentin, eryth-
romycin, co-trimoxazole, and trimethoprim,
but were resistant to amoxycillin and in three
patients also resistant to tetracycline.

Only two patients had mixed infections.
One was a Brazilian seaman with a single
tender indurated ulcer on the coronal sulcus,
which was infected with T pallidum and
herpes simplex virus. The other patient’s

Table Positive results of dark field
examination for Treponema pallidum,
serological tests for syphilis, and isolation of
herpes simplex virus and Haemophilus
ducreyi from men and women presenting with
genital ulceration

Men Women
(n=152)(n=27)

Test or
organism isolated

Correspondence

ulcer harboured an unusual combination of
herpes simplex virus and Neisseria gonorr-
hoeae. Herpes simplex virus was not isolated
from any of the patients with chancroid.

The two seamen infected in the Caribbean
and Ethiopia and the female prostitute had
not responded to prior treatment with
tetracycline or penicillin, or both, and were
successfully treated with a course of co-
trimoxazole (trimethoprim 80 mg/sul-
phamethoxazole 400 mg) two tablets twice
daily for 10 days. The H ducreyi strains from
all these patients were found to be resistant
to tetracycline. The fourth patient, a man
infected in Sri Lanka, was cured with eryth-
romycin 500 mg four times daily for seven
days.

Our results agree with those in Mallard et
al* and Diaz-Mitoma et al,’ but contrast
with those from Sheffield, where H ducreyi
was often present in association with herpes
simplex virus.” There was no doubt that H
ducreyi was a primary pathogen in our
patients. Furthermore, all these four patients
had an epidemiological link with countries
where chancroid is common.

We conclude that H ducreyi infection is
not indigenous in Liverpool, where the
organism need only be sought in patients
with genital ulceration acquired in areas
where chancroid is known to be endemic.

Your faithfully,
OP Arya*
Pauline Cupitt
M B Dundont
CA Bartzokast
*University Department of Genitourinary
Medicine, and
tDepartment of Medical Microbiology,
Royal Liverpool Hospital,
Liverpool L7 8XP

References

I Hafiz S, Kinghorn GR, McEntegart MG.
Chancroid in Sheflicld. British Journal of
Venereal Diseases 1981:57:382-6.

2 Nsanze H, Fast MV, D'Costa LJ, Tukei P,
Curran J, Ronald A. Genital ulcersin Kenya.
British  Journal of Venereal Diseases
1981:57:378-81.

3 Kinghorn GR, Hafiz S, McEntcgart MG. Path-
ogenic microbial flora of genital ulcers in
Sheflield with particular reference to herpes
simplex virus and Haemophilus ducreyi. Brit-
ish Journal of Venereal Discases 1982,58:377-
80.

4 Mallard RH, Macaulay ME, Riorden T, Chow-
dhury FH, Chandiok S, Bhattacharya MN.

bl

Dark field examination

for T pallidum
Serology for syphilis
Herpes simplex virus
H ducreyi

H Y ducreyi infection in Man-
chester. Lancer 1983;ii:283.

5 Diaz-Mitoma F, Benningen G, Slutchuk M,
Ronald AR, Brunham RC. Etiology of non-
vesicular genital ulcers in Winnipeg. Sex
Transm Dis 1987;14:33-6.



